ON GALL-STONES. 


By RUTHERFORD MORISON, M.B., F.R.C.S., 

OF NEWCASTLE-OX-TYNE, 

SENIOR ASSISTANT SURGEON, ROYAL INFIRMARY. 

A T the Annual Meeting of the British Medical Association, 
held in Bristol in 1894, I read a paper entitled “The 
Anatomy of the Right Hypochondrium, in Relation Espe¬ 
cially to Operations for Gall-Stone.” 1 

In that paper I pointed out that underneath the right lobe 
of the liver there exists a pouch hitherto undescribed, shut off 
by natural barriers from the general peritoneal cavity. The ac¬ 
companying figures, drawn for me by Dr. A. T. Richardson, 
Demonstrator of Anatomy, University of Durham College of 
Medicine, illustrate the pouch described with its boundaries,— 
for a fuller description of which the paper referred to may be 
consulted by those interested. 

By the relation of nine cases in which the operation for 
gall-stone was performed in accordance with the principles I was 
advocating, I endeavored to show that the secret of success in 
gall-stone operations was efficient drainage of the pouch demon¬ 
strated. 

The object of my present contribution is by the relation of 
subsequent cases to draw attention to some points which have 
specially interested me, and to emphasize my belief in the impor¬ 
tance of a recognition of the anatomy of the right hypochon¬ 
drium. 

The series of cases on which the bulk of my remarks are 
based are : 

1 British Medical Journal, November 3, 1894. 
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Case I.—Mrs. A. D., aged forty-two years, a patient of Dr. 
Redmond, of Gateshead-on-Tvne, complained of a rounded swelling 
in her abdomen. 

History .—Three years ago she began to suffer from attacks of 
"spasms,” described as pains commencing in the stomach, making 
her sick, shiver, and sweat. These attacks recurred about every three 
weeks for two years. One year ago, after an attack, she discovered 
the lump by accident, and since that time has had no pain till a week 



before I saw her. The lump was always movable, and she could feel 
it as distinctly as if it were in her hand. A week ago she was taken 
with pain in the "lump,” which extended all over her right side to 
the navel, round her back, and over the chest. She vomited a quan¬ 
tity of green matter, felt hot and cold, and was very depressed. 
Since then the lump has been tender and painful, her appetite has 
been poor, and she has been depressed and ill. 
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On examination a rounded swelling like a small cocoa-nut is felt 
projecting from underneath the costal margin in the right hypochon- 
drium. (See Fig. i.) It naturally lies with its long axis in a line drawn 
from the ninth costal cartilage to the umbilicus, but can be pushed 
easily into the epigastrium on the left side, or into the right lumbar 
region on the right side, when it can then be felt from the loin like a 
kidney. The kidney is movable, however, and can be distinctly 
felt apart by dipping the hand behind the tumor. The swelling is 
fixed above, moves directly downward on forced inspiration, and on 
percussion is dull all over its central portion. 

Operation .—September n, 1894. A transverse incision com¬ 
mencing at the outer edge of the right rectus muscle, about one inch 
below the tip of the ninth rib and extending into the loin opened 
the abdomen. The distended gall-bladder was turned out and its 
projecting fundus incised. A pint of clear mucus escaped at first, 
and towards the end about two ounces of pure pus. 

The gall-bladder was washed out and then three large (size of 
Spanish nuts) and twenty-eight small stones were removed. The 
largest of them was firmly impacted at the neck of the gall-bladder, 
but was easily pressed back into that viscus and lifted out. A very 
small soft stone in the cystic duct, which could not be easily got at, 
was crushed. 

The opening in the gall-bladder was attached to the muscles and 
peritoneum of the inner portion of the parietal wound by interrupted 
catgut sutures and the gall-bladder drained. The remainder of the 
wound was closed by three tiers of catgut sutures. 

After-Progress .—The patient was immediately relieved by the 
operation which appeared to cause no disturbance, for her temperature 
never exceeded 99.2°F. or her pulse 100. For the first ten days 
small particles of the crushed calculus and bile escaped freely, then in 
diminishing quantities. In three weeks the wound was entirely 
healed and the patient in good heath. 

Case II. — M. N. , aged twenty-five years, a patient of my col¬ 
league, Dr. Hume, who has kindly allowed me to make use of the 
notes, complained of a swelling in the right side. 

History .—A month ago, the patient having recently recovered 
from a confinement, was attacked with severe pains in the stomach 
and vomiting. Shortly after its commencement the pain became 
localized in the right side, where it continued, gradually getting less, 
for three or four days. A swelling was then discovered by her medi- 
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cal attendant. After the first four days she has had no pain, but 
believes the “ lump” has increased in size. 

There is nothing to note about her previous health or family 
history. The patient is a fair-complexioned, healthy, and strong¬ 
looking young woman. 

Local Condition.— The right hypochondrium and lumbar regions 
are occupied by a rounded, sausage-shaped swelling situated immedi¬ 
ately under the abdominal wall. It moves freely downward on forced 



inspiration, and above it the sharp edge of the liver can be felt. It 
is easily felt like a kidney with one hand in front and the other 
behind, but can be pushed over to the left into the epigastrium. ( Vide 
diagram.) 

Operation .—December 23, 1894, by Dr. Hume. Transverse in¬ 
cision exposed the distended gall-bladder, which was aspirated and 
about ten ounces of clear mucous fluid withdrawn. The gall-bladder 
was then opened and four large stones removed. A fifth stone, the 
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size of a Spanish nut, was then found firmly impacted in and stretch¬ 
ing the cystic duct. It could not be pushed back into the gall¬ 
bladder. The stretched duct over it was incised, and the stone 
squeezed out of the opening. The wounds in the duct and the gall¬ 
bladder were closed by sutures and the whole returned into the 
abdominal cavity. A drainage-tube was left in the lower angle of 
the wound with a strip of iodoform gauze, and the abdominal wound 
closed except at its most dependent part. 

After-Progress.— December 25, 1894 (forty-eight hours after 
operation). The copious dressing applied at the time of the opera¬ 
tion was found to be saturated, and was changed. The fluid in the 
dressing was more like peritoneal exudate than bile. 

December 27. Dressed and gauze plug removed. 

December 30. Drainage-tube removed, as there was no discharge 
from it. This patient was never ill after the operation and the wound 
healed by first intention, except where the drainage-tube had been. 

Case III.—Mrs. E. W., aged forty-five years, patient of Dr. 
Binnie, Brandow, complained of attacks of pains in the right side. 

History .—One day in July, 1893, the patient was suddenly 
seized with severe pain in the region of the liver. The pain shot 
round the body, over to the stomach, and up into the right shoulder. 
It was accompanied by sweating and sickness, and followed by shiv¬ 
ering and sweating, but no jaundice. The pain lasted for two hours, 
but the resulting weakness confined her to bed for three weeks. 
Three months after the first she had a second severe attack, and was in 
bed for a fortnight, during which time jaundice was noticed for the 
first time. The pain has never been entirely relieved since this 
time and the jaundice has never entirely disappeared. Every now 
and again she has severe pain witli shivering, sweating, and vomiting, 
always followed by a temporary increase in the jaundice. She has 
lost flesh considerably. 

On examination, slight jaundice with tenderness over the liver 
and enlargement, sufficient to allow of the liver edge being felt a 
finger’s breadth below the costal cartilages, are the only physical 
signs present. 

Operation .—August 13, 1894. The abdomen was opened by a 
transverse incision extending from the outer edge of right rectus to 
outer edge of quadratus lumborum, and the liver edge exposed. The 
gall-bladder was buried in adhesions between omentum, hepatic flex¬ 
ure of colon, and pylorus. The adhesions were separated and the 
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gall-bladder exposed. It was contracted and thick-walled, but 
empty. The common duct was now found to be much dilated and 
about its middle a large stone was felt through the walls. The duct 
was hooked forward, incised in a horizontal direction, and the stone, 
the size of a hazel-nut, slipped out. Further exploration proved that 
this was the only stone present. A full-sized drainage-tube was left 
in its inner end in contact with the opening in the duct, its outer 
projecting through the lower and posterior angle of the parietal inci¬ 
sion. A small packing of gauze was put in by the side of the tube 
to prevent prolapse of the hepatic flexure of the colon, and the re¬ 
mainder of the wound was closed by three tiers of specially prepared 
catgut sutures. 

After-Progress .—The gauze was removed on the third day, the 
tube four days later, for the bile, which had been flowing freely 
through the tube, had now ceased to escape in this direction, and the 
faeces were thoroughly bile-stained. Convalescence was uninterrupted, 
and in three weeks she went home well. 

Case IV.—Mrs. T., aged sixty-four years, a patient of Dr. Kay, 
Gateshead, complained of pain in the right side and vomiting. 

History .—The first attack dates back twenty years, and since 
then she has had frequent recurrences of pain. Last August (two 
months ago) her present illness commenced with pain in the right 
side and over her stomach, accompanied by vomiting, shivering and 
sweating, and followed by jaundice. Since then she has never been 
quite free from pain or jaundice, but up to January of this year was 
able to get about. Since the new year she has been confined to bed 
and in constant pain, with worse attacks every now and again, after 
which the jaundice increased. The only physical signs discoverable 
are slight jaundice, tenderness in the right hypochondrium, and 
enlargement of the liver. 

Operation .—October 23, 1894. The abdomen was opened by a 
transverse incision extending from outer edge of right rectus to quad- 
ratus lumborum, and the liver exposed. On drawing this upward a 
firm omental adhesion was seen in the gall-bladder notch. On 
separating the omentum the pylorus, also adherent to the gall-bladder, 
came into view. The pylorus was separated and the gall-bladder 
exposed. It was thick-walled and contracted and contained one 
small stone. The whole of the structures underlying the liver were 
matted together, and the foramen of Winslow was blocked. A hard 
nodular mass was felt in the neighborhood of the head of the pancreas, 
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but there was no sign of stone in the common duct. By further 
separation of adhesions the dilated duct was exposed and opened, 
allowing of the escape of a quantity of pent-up bile. Introducing 
my finger through the opening in the duct and downward I discovered 
at the duodenal end of the duct a stone the size of a small marble, 
which, with some difficulty, I got out. 

The stone lay in a cavity under the head of the pancreas, sur¬ 
rounded by indurated and matted tissues. After the removal of the 
smaller stone from the gall-bladder the operation was completed by 
draining the cavity from behind, packing some gauze in below, and 
suturing the remainder of the wound. The operation was well borne, 
notwithstanding its severity and the bad state of health, and the 
patient was put to bed in good condition. 

After-Progress .—For the first three days progress was satisfactory, 
then the wound-edges began to look red and some suppuration ap¬ 
peared. A bedsore, which had threatened before the operation, now 
became troublesome. The operation wound became foully septic, 
and on the eighth day the patient died. 

Autopsy .—Along with Dr. Kay I made a post mortem on the 
following day. The only trace of peritonitis in the general peritoneal 
cavity was a recent adhesion of the omentum in the pelvis, such as 
would follow sponging the omentum in an aseptic abdominal case. 
There was no fluid in the general peritoneal cavity, and the intestines 
were not discolored or distended. The pouch I have described was 
entirely shut off by firm adhesions from the general peritoneal cavity. 
Bile was still escaping into it from the opening in the duct, and the 
whole lining of the pouch was in a foul, purulent condition. 

Obviously death arose from septic changes in the pouch due to 
an infection of it, I believe, from without. The room and bed, as 
most beds in private houses are, were unfitted for the operation and 
after-treatment of such a case, and the difficulties of keeping the 
wound healthy were not surmounted, as they would almost certainly 
have been in a properly equipped institution. This difficulty was, 
however, of the patient’s own making, for she obstinately refused to 
leave home. 

I may mention here that this is the only death I have had fol¬ 
lowing or consequent upon an operation for gall-stones, which I 
therefore regard as one of the safest of abdominal operations. 

Case V.—E. K., aged thirty-five years, a patient of my col¬ 
league, Dr. Flume, who has kindly allowed me to use his notes, 
complained of pains in her right side. 
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History .—One year and nine months ago the patient was con¬ 
fined and the day after her confinement, which was a severe one, she 
was seized with a bad pain in her right side which lasted two hours. 
Six weeks after this she had another attack. Since that time the pain 
has occurred at intervals, at first coming once a month, then once a 
week, and during the last fortnight she had an attack every day, and 
the pain lasted longer (about five hours at a time now). She thought 
her pain was brought on by a meal, but abstinence from food for 
twenty-four hours failed to prevent it from coming. She has always 
been sick and shivering with the pain and becomes jaundiced after 
each attack. 

Present Condition .—The patient is a very feeble, emaciated, dark- 
complexioned woman, distinctly jaundiced. Physical examination 
reveals nothing. 

Operation .—January 16, 1,895, by Dr. Hume. Abdomen opened 
by transverse incision and gall-bladder exposed. A stone was felt 
through its walls. The gall-bladder was opened and the stone ex¬ 
tracted. On examining the ducts, a second small stone was felt in 
the common duct. This was pushed down into the duodenum. The 
opening in the gall-bladder was closed by Lembert’s sutures, returned 
into the abdomen, and an India-rubber drainage-tube was left in the 
lower angle of the wound, which, except at its lower end, was closed 
by sutures. 

After-progress was uneventful, and the patient went home on the 
twentieth day, with the wound healed, except for a few granulations 
where the tube had been, and in much improved health. 

Case VI. —Mrs. D. F., aged forty-seven years, patient of Dr. 
Campbell, Heaton, Newcastle, complained of pains in right side and 
jaundice. 

History .—Five years ago she had the first attack, and was in bed 
for three weeks with what was called a gall-stone colic. After recov¬ 
ering she had several slight attacks, which troubled her occasionally 
up to last March (eight months ago). In March she had a very bad 
attack, and was in bed for three weeks. From this up to September 
she was frequently ill, but the attacks passed off quickly. In Septem¬ 
ber (two months ago) the last attack commenced and she has had 
more or less pain and jaundice since. For the last three weeks she 
has been too ill to leave her bed. Each painful attack was accom¬ 
panied by vomiting, shivering, sweating, and followed by jaundice. 
For the last two months the jaundice has never disappeared, but has 
been worse after each attack of pain. 
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Previous Health .—She was always bilious, but otherwise healthy. 
Has had six children. Brain fever at thirteen years. 

Family History .—Father and mother both lived to be over 
seventy. She has had five brothers and two sisters, all of whom died 
of consumption. 

Present Condition .—November 17. Depressed and ill-looking; 
considerable jaundice; sordes on lips and teeth; tongue red and 
dry. Seems to be in constant pain. On physical examination 
nothing is discoverable except abdominal tenderness in right hypo- 
chondrium and enlargement of the liver. Six weeks earlier I saw the 
patient with Dr. Campbell, when we were both able to feel the tense 
and distended gall-bladder and advised operation. 

Her general condition was now so bad that I postponed opera¬ 
tion, relieving her pain by morphia and feeding her on light nutri¬ 
tious articles frequently and in small quantities, with the hope that 
she might improve somewhat. 

On November 17, she had a bad night with vomiting and pain 
and perspired profusely. 

November 18, at 8 a.m., she had a rigor, and her temperature 
was 104° F. When this passed off she was bathed with spirits and 
water and a large hot linseed poultice applied over the liver. By the 
evening her temperature had come down to ioo° F., and she had a 
good night. 

November 19. This morning she seemed better. At 7 p.m. she 
was badly pained and had morphia. Her temperature was 102.8° F.; 
at twelve o’clock her temperature was 104° F., and continued so all 
night and till twelve o’clock on November 20, 1894. 

Her pulse never rose above 112, in spite of her severe illness, 
and I have noticed a slow pulse in other jaundiced patients. It was 
obvious to all of us on the morning of November 20 that operation 
gave her the only chance, and the patient herself, an exceptionally 
intelligent woman, very strongly supported the view that it should be 
done at once. 

Operation .—November 20, at twelve o’clock. The abdomen 
was opened by a transverse incision extending from outer edge of 
rectus to outer edge of quadratus lumborum and the margin of the 
enlarged liver was exposed. The gall-bladder and under surface of 
the liver could not be seen for adherent omentum and viscera. The 
firm adhesions were separated and the gall-bladder brought into view. 
It was of normal size, thick walled, and contained fluid bile, but no 
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stones. On further separating adhesions a collection of pus and bile 
(about four ounces) escaped from near the junction of the cystic and 
common duct. So far as I could judge this collection was outside of 
the ducts and limited only by adhesions. The discharge was now 
cleared away by sponging and the common duct explored. A stone 
cotdd be felt in it about the middle of the gastro-hepatic omentum. 
The stone was fixed between my finger and thumb, a longitudinal 
incision made over it, the scoop inserted behind it, and the stone 
turned out. Each side of the wound in the duct was secured by clip 
forceps before relaxing the grasp, and my finger introduced through 
the opening in the duct, which was so largely distended that my fore¬ 
finger explored it with ease as far down as the duodenal orifice and 
as far up as the hepatic ducts. No further stone was felt. A large 
India-rubber drainage-tube was left in with its inner end in contact 
with the opening in the duct, its outer projecting through the poste¬ 
rior extremity of the wound. Some gauze packing was left surround¬ 
ing the tube, the end of the gauze being left out in the same situation. 
The abdominal wound was closed by silk sutures passed through all 
the layers to save them, the lower four being left long, tied in a bow- 
knot for the purpose of untying when the gauze had to be removed, 
as described in a paper of mine on “ The Use of the Tampon and 
Temporary Suture in Abdominal Surgery,” published in Northum¬ 
berland and Durham Medical Journal of October, 1894. 

After-progress was uneventful. The day following the operation 
the patient was decidedly improved. On November 23 (seventy-two 
hours after operation) the lower sutures were untied and loosened, 
the gauze plugs were removed, and the sutures permanently tied. 
After the first day the discharge had been trifling. 

November 26 (a week after the operation) the sutures and 
drainage-tube were taken out. 

December 3 (a fortnight after the operation) the patient left for 
home, well and with the wound healed. The four hours’ temperature 
chart shows the high temperatures up to the time of operation, and 
the steady fall afterwards. 

Case VII.—E. H., aged twenty-eight years, a patient of my 
colleague, Mr. Page, to whom I am indebted for the notes, com¬ 
plained of jaundice. 

History .—Three years ago, while doing her house-work, was 
seized suddenly with a severe pain in the pit of the stomach. The 
pain was tearing in character, and shot through to her back. It 
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made her feel faint and doubled her up. She did not vomit, but felt 
sick. The pain lasted about one and a half hours. It was not fol¬ 
lowed by jaundice. After this she had an attack every month in all 
respects similar to the first, until sixteen months ago, when they 
suddenly ceased. Three months ago she had a very bad attack, 
which was accompanied by vomiting and followed by jaundice on 
the second day. Since then she has had three attacks, the last four 
days before her admission to the Royal Infirmary. Her previous 
health had always been good. She is the mother of five children. 
Her mother died of cancer of the stomach ; one sister of consumption. 

Present Condition .—Patient is a healthy-looking, well-nourished 
woman. Her skin presents a slightly icteric tinge. Except for 
great tenderness in the epigastrium, nothing is discoverable on 
physical examination. 

Operation, November io, 1894, by Mr. Page.—Abdomen opened 
by a vertical incision in right linea semilunaris and liver exposed. 
The adherent duodenum was separated from its under surface, when 
the dilated common duct came into view. A calculus was felt in it. 
The duct was drawn forward and incised over the calculus, which then 
dropped out. Two smaller triangular calculi were subsequently re¬ 
moved from the ducts. Nothing was felt in the gall-bladder. A long 
pair of closed forceps were passed down to the bottom of the pouch, 
just below the right kidney, and cut down upon from the loin. A 
drainage-tube was then drawn through the opening and placed so 
that its inner edge lay in contact with the hole in the common duct. 
The anterior wound was completely closed. 

After-Progress .—The dressing over the tube had to be changed 
daily at first on account of the large quantity of bile which drained 
through it. On the ninth day the sutures were removed from the 
anterior wound, which had healed by first intention. On the eleventh 
day the drainage-tube was taken out. Convalescence was unattended 
by any constitutional disturbance, and the patient went home on the 
twentieth day in good health. 

Case VIII.—Mrs. W., aged thirty-three years, patient of Dr. 
Sutherland, South Shields, complained of abdominal pains. 

History .—The patient caught cold two months ago, and had a 
severe pain in the left side of the abdomen, low down and in the 
sacral region, which confined her to bed for ten days. The pain 
passed up to between her shoulders and spread over the abdomen. 
She last menstruated three months ago. During the last three months 
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she has had three attacks of gall-stone colic, two of them being very 
severe. During the last week the pain low down in her back has 
been much worse. 

Previous Health .—One child seven years ago ; none since. For 
the last eight years she has had occasional attacks of gall-stone colic. 
Pain in the right side, vomiting, shivering, and sweating, followed 
by jaundice, were the symptoms produced. The worst illness occurred 
three and a half years ago, when she was confined to bed for six 
weeks, in consequence of a prolonged seizure. As a rule, the pain 
lasted for about an hour. 

Present Condition .—A dark-complexioned, depressed-looking 
woman, with poor appetite, clean tongue, and constipated bowels. 
On examination a rounded elastic tumor is discovered in hypogastrium, 
reaching two inches above pubis. In right hypochondrium a rounded 
nodule, size of a walnut, can be felt in connection with the lower 
sharp margin of the liver, and in the position of the gall-bladder. 
From the loin and ilio-costal space a slightly movable kidney is felt. 
The anterior fornix is bulged by an elastic, rounded, tender swelling, 
continuous with the hypogastric swelling. A depression exists between 
the swelling in front and the small lower portion of the body of the 
uterus, which can be felt. 

Operation .—December 21, 1894. Chloroform was administered, 
and a thorough examination was made, as the possibility of an extra- 
uterine pregnancy complicating gall-stone had not been excluded. 
This examination made it almost certain that the pelvic swelling was 
an anteflexed pregnant uterus. The abdomen was then opened by an 
incision above the umbilicus in the right linea semilunaris, and before 
going further I introduced my hand and verified the observation 
made as to the nature of the pelvic tumor. The distended gall¬ 
bladder was then opened ; a mass of soft gall-stone debris and bile 
removed from it; the gall-bladder opening was sutured to the parietal 
peritoneum and muscles and drained, and the remainder of the 
abdominal wound closed. 

After-Progress .—The patient was absolutely undisturbed by the 
operation, her temperature and pulse never rising above normal. She 
went home on January 5, 1895 (a fortnight after the operation), with 
the wound healed, except a small superficial granulating area where 
the tube had been. In this case I chose the incision in the linea 
semilunaris because it was easier to explore the pelvis through it than 
through a transverse incision, and I sutured the gall-bladder to the 
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wound, as I did not wish to make a second incision in the loin or 
disturb the abdominal contents more than necessary in a pregnant 
woman. This is the second case in which I have operated for gall¬ 
stone during pregnancy without damage, and when the British Medi¬ 
cal Association met in Newcastle, in 1893, I exhibited the other 
woman on whom I had operated for gall-stones in the fifth month of 
pregnancy. She made an excellent recovery from the operation, and 
was delivered at full time of a healthy child. 

Case IX.—Mrs. F., aged fifty-six years, a patient of Dr. Hutch¬ 
inson, Fence Houses, complained of abdominal swelling and pain. 

History .—Nine months ago she had a severe attack of pain in 
the right side, shivered, and vomited. This was followed by jaundice, 
which lasted for a few days, and then she got well. Ten days ago 
she noticed a lump like a baby’s head in her right side, which caused 
her pain. It has grown larger, and she has been confined to bed with 
illness. 

Present Condition .—The patient is in a feeble, apathetic condi¬ 
tion, with a gray skin, but looks as if she had been a strong woman. 
In the right hypochondrium there is a prominent fixed swelling the 
size of a foot-ball. The skin over it is red, and fluctuation is distinct. 
On June 25, 1S94, the large abscess was incised by dividing the skin 
freely. About a cpiart of offensive pus escaped. Under the abscess 
a hard, rounded tumor (size of a f etal head) could be felt, but the 
connection between this and the abscess could not be traced. 

After-Progress .—The patient improved to a limited extent soon 
after draining the abscess, but neither her condition nor that of the 
wound ever reached such a satisfactory stage as to allow of further 
operation, and she died on August 4, 1894, a little over six weeks 
after the abscess was opened. 

On post-mortem examination I found that the hard tumor under 
the abscess was formed by the right lobe of the liver with matted 
omentum and intestines. In the centre of the hard mass there was a 
cavity containing a small quantity of pus and two gall-stones. Part 
of the wall of the cavity was formed by the remains of the ruptured, 
suppurating gall-bladder. 

This case is recorded with the object of emphasizing my idea 
that death is a not uncommon result of gall-stone. 

Remarks .—It is a generally accepted belief, and one based 
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upon sufficient evidence, that gall-stones are formed in the great 
majority of cases in the gall-bladder. 

Mucus seems to be essential to their formation, and this is 
only secreted by the gall-bladder and the larger ducts. The cir¬ 
culation in the larger ducts is so constant that deposition of salts 
and inspissation of bile would be difficult there, but in the gall¬ 
bladder the relative stagnation and other conditions are favorable 



Fig. 3.—The pouch described shown by drawing liver 
upward. in all the figures marks points for 
drainage. 

to gall-stone formation. Though gall-stones are frequently found 
in the smaller ducts, it does not follow that they are formed there. 
It is not difficult to believe that they are carried and deposited by 
a back flow of bile, which must be of common occurrence in the 
complicated biliary circulation. 

Symptoms .—There can be no doubt but that gall-stones are 
frequently present in the gall-bladder, without causing symptoms 
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that something more than the mere presence of the stones is 
necessary to excite an attack of colic. 

The same is true of urinary calculi. A renal or a vesical 
calculus (especially oxalate of lime) may be present for years 



Fig. 4.—Vertical mesial section. Showing barrier 
below and internally formed by ascending 
meso-colon. 


without producing symptoms, and large urinary calculi have been 
found post mortem, which have called for no attention during 
life. 

I have in my possession an oxalate stone the size of a ban- 
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tarn’s egg taken post mortem from the body of a nervous hypo¬ 
chondriacal man, who complained of no urinary troubles during 
life, and it is no uncommon thing for surgeons to find during 
operations a large stone in the bladder, which must have taken 
years to form, but has only caused symptoms for weeks. 

An attack of pyelitis or cystitis is often the first evidence of 
a urinary calculus. 

Is not a similar explanation true of biliary calculi ? 

Pain is the most frequent symptom in gall-stone attacks, and 
having often sought for an explanation of it without any satisfac¬ 
tion, even the lesser one of seeing an attempt made to suggest a 
cause for it, I am forced to draw my own conclusions. 

It is easier to say what the pain is not due to than what is 
its cause. It is safe to say that it is neither due directly to the 
presence of the stone nor to the distention of the gall-bladder or 
ducts, as the stone will lodge in one or other indefinitely without 
producing pain, and the ducts and gall-bladder are frequently 
enormously distended with trifling disturbance. The only pain I 
know of to compare with it in severity is that due to the forcible 
contraction of unstriped muscular fibre. Labor-pains supply a 
good physiological example of pain from this cause, the painful 
contractions of an irritated bladder or intestine will occur to the 
mind of every one as a common pathological illustration having a 
similar origin. 

The intermission and uncertainty of the pain, as well as an 
absence of proportion to its exciting cause, are additional resem¬ 
blances it has to the pains produced by forcibly contracting 
unstriped muscle. 

There seems to me also fair reason for believing that the pain 
is the result of gall-bladder contractions, for there is a very small 
amount of unstriped muscle in the ducts, and when the gall¬ 
bladder becomes incompetent the pain ceases. 

The vomiting, shivering, and constitutional disturbance may, 
I think, as in urinary cases, be attributed to toxaemia or nervous 
disturbances ; the latter claiming the minority. 

The diagnosis of gall-stones may be impossible without ex¬ 
ploratory incision, but it is more easy than most of the other 
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abdominal diagnostic problems. It is easy because the diagnosis 
is based on either a gross physical sign, such as a distended gall¬ 
bladder, or on jaundice ; or upon a history, the details of which 
are so vividly impressed upon the mind of even the dullest patient, 
as to make a reliable one obtainable. 

It will be' noted of the first case related that three years 
before the operation she began to suffer from “ spasms,” and that 
they continued for two years. Judging from what I have ob¬ 
served in other cases, an opportunity of examining her then would 
have shown a distended gall-bladder, the distention varying in 
amount, and a small stone, such as one of those we found in her 
gall-bladder and its duct, partially obstructing the cystic duct. It 
is too often forgotten, in making a diagnosis, that no jaundice will 
follow blocking of the cystic duct by a stone, and cases of this 
sort are frequently diagnosed “ spasms.” 

When the gall-bladder is distended without jaundice and pain 
after the first acute attack is absent, a stone has completely blocked 
the mouth of the gall-bladder or the cystic duct. 

A reference to the history of Case I (mouth of gall-bladder 
blocked) and Case II (cystic duct blocked), in both of which the 
block was complete, shows that after the swelling was discovered 
pain ceased. In Case I it was only when the contents of the 
gall-bladder suppurated, after a year of distention, that pain was 
experienced. In Case II pain had not returned up to the time of 
the operation. 

In Case I the diagnosis was easy, because the gall-bladder 
line was in its normal direction (from ninth costal cartilage to 
umbilicus), and the kidney could be felt behind it. 

In Case II the position of the tumor might be misleading, 
but its evident connection with the liver and the way in which it 
could be pushed over into the epigastrium with its superficial 
position, made the diagnosis far from difficult. 

When the gall-bladder is adherent, with its long axis directed 
downward, and the swelling fills the right lumbar region, a diag¬ 
nosis is impossible, as I have more than once experienced. 

Perhaps the best single diagnostic guide in these cases is to 
believe that a tumor which is not distinctly and readily discern¬ 
ible is likely to be the gall-bladder. 
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Attacks of severe pain in the epigastrium and right hypochon¬ 
dria!!/, accompanied by vomiting and shivering , and followed by 
sweating, complete relief and transient jaundice, arc due to the 
passage of a gall-stone from the gall-bladder through the ducts 
into the duodenum. 

Careful washing of the faxes (best performed on a wire 
sieve) will rarely fail to discover the stone or stones in such a 
case. 

A patient of mine passed and recovered in one year 200 
stones, usually about the size of a horse-bean, and for seven years 
was free from recurrence, when she was again attacked by her old 
malady. In such a case it is of course impossible to say that the 
gall-bladder was emptied, even after 200 stones were passed, and 
the same uncertainty must exist in all cases which are treated 
other than surgically. 

If the relief after the attack is incomplete , the jaundice more 
or less persistent, and the patient attacked by ague-like paroxysms, 
generally until, but perhaps without, pain, each attack being followed 
by a temporary increase of jaundice, a stone is impacted in, but not 
completely blocking, the common duct. 

Dr. Osier, of Baltimore, specially drew attention to this 
form of disturbance in an excellent paper, 1 entitled, “ On Fever 
of Hepatic Origin, particularly the Intermittent Pyrexia asso¬ 
ciated with Gall-Stones,” and several of the cases I have recorded 
are good illustrations of the points stated. 

Looking at the size of the stones removed, it is easy to con¬ 
vince one’s self that they only partially obstructed ducts which 
were dilated enough to admit a large index-finger with ease. The 
obstruction the stone does cause can only be an intermittent one, 
when it acts like a ball-valve. This excessive dilatation of the 
ducts is only what surgeons, who are familiar with the behavior 
of the urethra if a foreign body be left in it, would expect. 

At first the intruder is firmly gripped, but shortly dilatation 
commences, and the walls of the canal tend to recede more and 
more from it. 


Johns Ilopkins Hospital Reports, 1890. 
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If opportunities had offered of examining the jaundiced 
cases in the early stages, the gall-bladder would have been felt 
enlarged and tender, for in the case of Mrs. D. F. and others I 
have had the chance of observing that it was so, as could almost 
have been anticipated. These cases, however, were not seen till 
a later stage, when the only local signs arc tenderness with 
enlargement of the liver, for then the gall-bladder is shrunken 
and thick-walled, as found at these operations, and generally 
buried in adhesions. In the single case I have seen where there 
was an absence of pain, with deep jaundice and recurring ague¬ 
like attacks, with a stone in the common duct, the gall-bladder 
was so shrunken as to appear like a fibrous cord, was quite 
empty, and must have lost all function. Such cases are often 
thought to be due to malignant disease,—a very fatal error, as 
Mr. Mayo Robson, of Leeds, has emphatically pointed out: Per¬ 
sistent jaundice with a distended gall-bladder and absence of severe 
pain are due to a complete block of the common duct , arising usually 
from malignant disease in its neighborhood and involving it. 

In looking for an explanation of these phenomena, familiar 
and easily observed occurrences in the urinary bladder serve a 
useful purpose. 

Like the urinary bladder, the gall-bladder will become con¬ 
tracted and hypertrophied when dealing with a partial obstruction, 
and like it will dilate painlessly when all its efforts to overcome the 
obstruction are futile. 

Prognosis. —I have seen several deaths from gall-stones, but 
will quote Dr. Wickham Legg 1 on this point: “It is almost 
impossible to make a trustworthy prognosis in these cases. The 
physician can never speak confidently or feel quite happy when 
treating a case which he looks upon as one of gall-stones.’’ 

I feel confident, when operations are performed before patients 
are exhausted by pain, prolonged illness, or are poisoned by their 
own excretions, that the prognosis will be as good as that of 
ovariotomy or lithotomy. 

Treatment . —Gall-stones appear to be as resistant to solvents 


1 Quain’s Dictionary of Medicine, 1SS3. 
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administered internally as any other stones, and nothing but relief 
can be promised from medicinal measures. 

The diagnosis of gall-stones causing serious trouble would 
appear to me to carry with it a recommendation for operative 
treatment. 

Conclusions as to Operation .—Exposure of and manipulation 
of the pouch described causes less shock than an ordinary ab¬ 
dominal section, for the small intestine need neither be seen nor 
handled. 



Fig. 5.—Transverse section through centre of pouch described, 
showing inner wall. 

The pouch can be efficiently drained through an opening in 
the parietes near the lower end of the kidney. 

A transverse is better than a vertical incision in operating 
for gall-stones, a piece of knowledge for which I am indebted to 
Dr. John Duncan, of Edinburgh. It gives better access and is 
less likely to be followed by ventral hernia. 

Biliary fistula results from operation for gall-stones in a con¬ 
siderable percentage of cases in which the gall-bladder has been 
attached by sutures to the parietes. This method should there¬ 
fore be employed as the exception (see Cases I and VI), and not 
like now as the rule. The method of attachment has little to do 
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with this result, and it may follow when the ducts are patent. 1 
The gall-bladder and ducts may safely be allowed to empty into 
the pouch described, if it is properly drained. 

If the pouch is properly drained (<?) when the gall-bladder 



Fig. 6.—A vertical abdominal section between ascending colon 
and parietes on line marked A 11 , Fig. 7, showing rise from 
X over pelvic brim. 

is distended, the opening in it should be closed by sutures and 
the viscus returned into the abdominal cavity, and the drain left 
in until the certainty of its successful closure is complete, as in 
Cases II and IV. 

1 See paper by author, British Medical Journal, November 3, 1894. 
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( b ) When the gall-bladder is shrunken and there is difficulty 
in closing the opening made in it, it may be returned unclosed as 
in several of the cases recorded. 

(y) When a stone is impacted in the cystic duct, it may be 
excised by cutting down on it through the duct, as in Case II, or 



Fig. 7. —Reflections of peritoneum from posterior abdominal parietes. 

A R, line of section. 

it may be crushed when small and soft, as in Case I, after which 
the gall-bladder must be sutured to the parietes to allow of the 
escape of the fragments; or if the stone is hard and inaccessible, the 
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gall-bladder should be excised, the stone removed, and the cystic 
duct ligatured. 

When a stone is impacted in the common duct, it depends 
on what part of the duct it is lodged in whether the finding of it 
during the operation is easy or difficult, and its removal safe or 
complicated. 

The stone may be, and by far most frequently is, lodged in 
that portion of the common bile-duct before it dips under the 
duodenum and head of the pancreas, when it can be grasped and 
removed by a direct incision after exposure of the portion of duct 
in which it is lying, the separation of (often troublesome) adhesions 
being the chief difficulty, or it may be lodged, as in Case IV, in 
the end of the duct (ampulla of Vater), where it is entirely cov- 



FlG. 8.—Extracting scoop for common bile-duct. 


ered up by the head of the pancreas, and interferes with the flow 
from the pancreatic duct. The inability to feel the stone and the 
induration of the head of the pancreas in such a case may lead 
the operator, as I have the misfortune to know, to believe that he 
is dealing with a pancreatic tumor. The diagnosis can only be 
confirmed and the stone with difficulty removed by opening the 
dilated duct at a convenient spot and introducing the finger and 
extracting instruments down to the stone through this opening, 
as in Case IV. 

After touching the stone, the difficulties of extracting it 
through the incision in the duct may be insurmountable, though 
Messrs. Down Bros, have made at my suggestion an extracting 
scoop (see Fig. 8), which must make such difficulty rare. 
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In such a case I would suggest that an opening should be 
made in the convexity of the second part of the duodenum, 
through which a finger or probe might aid the upward dislodge- 
ment of the stone and its removal through the incision, or allow 
of dilatation of the duodenal orifice of the duct and its extraction 
through the intestine. 

It appears to me that, considering the safety and certainty 
with which a stone can be removed by incision from the only 
portion of the common duct in which it could be crushed, crush¬ 
ing, with its risks and uncertainties, should be abandoned. 

If, as I know has happened in some unpublished cases, the 
usual operation is followed by the fresh formation of gall-stones 
in even a small percentage of cases, resection of the gall-bladder 
will have to be made the rule. 



